On Sunday at 5.00 am, Mr Smith wakes up with excruciating chest pain. He wakes his wife who activates the emer gency medical services. Mr Smith has a cardiac arrest in his home just before the ambulance arrives; Mrs Smith starts cardio pulmonary resuscitation and con tinues for 2 min until the ambulance crew arrives and cardioverts Mr Smith back to normal heart rhythm. He is unconscious and is intubated. He is then taken quickly to a nearby hospital where the diagnosis of a ST elevation myocardial infarction is made and he is transferred to a tertiary center for an acute angioplasty. Mr Smith is treated with an angioplasty and a coro nary stent 95 min after symptom onset, but his heart has taken too much damage already and he dies the next day in the intensive care unit of the hospital. Mrs Smith leaves the hospital and goes home, alone to her house.
Acute somatic disease is defined as affecting the human body, distinct from the mind. In reality, somatic disease very often affects the mind, although indirectly, and viewing an acute illness as a purely somatic process is outdated and should be replaced by a more nuanced and holistic view of human disease processes. Cardio logy is a medical specialty dealing with highly prevalent, lifethreatening acute diseases, which often have lifechanging effects not only on the patient, but also on the people at the patient's side. Psychiat ric consequences are common, often severe and range all the way from minor depres sive symptoms to acute traumatic distress to suicide, yet caregivers in cardiology set tings (especially in hospital departments) are not necessarily aware of the psychiatric risks and are generally not 'in tune' with identifying psychiatric symptoms and reacting to these.
The patient
We know that approximately 20% of all patients with a myocardial infarction will become depressed [ A survival benefit was also hypoth esized with antidepressant therapy in heart fail ure; however, the SADHARTCHF trial did not show improvements in either depressive symptoms or survival among patients with heart failure and depression [4] . Hence, depression is a prevalent concomitant condition in the major categories of heart disease and few studies have given guidance on how to treat this group of frail patients.
The spouse
Many would argue that for an acute life changing and abrupt disease such as a myocar dial infarction, a certain degree of depression and psychiatric distress would be expected given the severity of the disease and the sudden dis mal future prospects. Yet, what few caregivers contemplate is the parallel depression risk and psychiatric consequences among spouses and rel atives of the patient. We know that bereavement is a significant process for the spouse, leading to an increased risk of psychiatric consequences [5] . Prior studies have documented that losing a loved one increases the spouse's risk of rare events such as death, myocardial infarction and suicide [6] [7] [8] [9] [10] . The bereavement literature is extensive in terms of psychiatric etiological theo ries; however, all prior quantitative bereavement studies are based on the fatal event of losing a spouse. However, bereavement may not be that simple. We recently challenged the assumptions that bereavement applies equally to all types of fatal events and that bereavement only comes into effect after fatal events [5] .
We now know that an acute and unexpected event, such as an acute myocardial infarction, has more profound psychiatric consequences for the spouse than other fatal events [5] . The rate of antidepressant use goes up by a factor of six in the months after the event and continues to be increased by a factor of 2.5 at 1 year after the infarction. Spousal benzodiazepine use explodes just after the event (use is 47times higher than just before the fatal myocardial infarction); admission rates for depression are higher; and, finally, the suicide rate in the year after the event is significantly higher than the average rate for the general population, as well as for other non myocardial infarction events [5] . No prior study has examined the differences between types of fatal events on the subsequent risk of psychiatric consequences. In addition, we now also know that spousal psychiatric consequences are to be expected not only after a fatal cardiac event, but also after a nonfatal cardiac event. The relative risk of depression after a nonfatal myocardial infarction is substantially lower than after a fatal event, but given the high prevalence of nonfatal myocardial infarctions worldwide, this finding has profound public health implications.
We do not know whether preventive systems can identify patients as well as relatives with an increased risk of adverse psychiatric con sequences. We do not know whether a formal screening could reduce the downstream risk of depression, as well as being cost effective from a societal perspective. Currently, no randomized data exist for the prevention of adverse psychi atric consequences after a fatal spousal event; in fact, very little attention from caregivers is given to spousal bereavement.
Need for a preventive system
A recent study by my group [5] , together with other studies, clearly shows that spouses (as well as the patients themselves) are in a psychologi cally vulnerable state in the setting of an acute event (e.g., myocardial infarction) [6] [7] [8] [9] . Surpris ingly, no current formal screening for depres sion among patients and spouses/relatives is performed during the acute hospital course. It is unknown whether such a screening would pre vent future depression and suicide, but the data certainly suggest that a study could show benefit here. Caregivers in cardiology departments are busy with a rapid flow of patients, and identi fication of patients with depressive symptoms will not necessarily be prioritized in all patients and among all caregivers. We need a formalized screening system, but more importantly, we need to provide these patients with options. Given the current lack of randomized data, policy mak ers need to consider this problem and propose solutions. Transitions from tertiary centers to secondary centers and to home are crucial points in the continuum of care and could provide a natural platform for brief depression screening. This could be part of the discharge routine and should influence the decision regarding when the Although we need formalized screening, my group's recent study also underlines that caregiv ers in cardiology departments at a minimum should be aware of the psychiatric consequences not only in their patients, but also in spouses [5] . An acute myocardial infarction is a lifealtering event with high risks of subsequent depression, anxiety and suicide -conditions and events that are potentially preventable if correctly identified in good time. 
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